Chronic disease management (prevention and control) helps people to live longer and healthier lives. This includes addressing unhealthy diets, physical inactivity and the use of tobacco through the whole disease continuum from prevention, diagnosis, treatment and rehabilitation, and targeting those individuals who are disease-free but at high risk, those with early or mild forms of cardiovascular disease and those at the other end of the spectrum with chronic or severe forms of the disease.
Key issues to be addressed in order to improve health outcomes include cost-effective early detection at community level, targeting smoking, hypertension and metabolic syndrome, the establishment of a platform for introducing new therapeutics, and the realignment of health care with flexible and responsive systems of care.
In order to achieve these outcomes there is a need to improve existing health care systems, such as capturing the flow of information on the epidemic of chronic cardiovascular disease, for instance through geo-mapping, resolving the issue of content and form of management programs, increasing the focus on preventing or delaying chronic cardiovascular disease in high-risk patients and focusing on using new technologies, such as telemonitoring in remote care.
Thus, in order to attempt to intervene effectively and efficiently, there is a pressing need to better understand the problem and then design, implement and evaluate comprehensive and integrated approaches directed at both the whole population and individuals, and that focus on the common underlying risk factors, cutting across specific diseases [1] . These should be practically based programs of care suited to the needs of local communities.
The stepwise framework advocated by the World Health Organization [1] is a flexible and practical three-fold plan for implementing recommended measures: estimate the population need and advocate for action; formulate and adopt policy; and identify policy implementation steps that can be interventions for populations or individuals and that can be core (feasible with existing resources in the short term), expanded (possible with a realistically projected increase in or reallocation of resources in the medium term) or desirable (evidence-based but beyond the reach of existing resources). Thus, although resources are necessary, a lot can be achieved for little cost, and the benefits far outweigh the costs.
Chronic cardiovascular disease can, to a large extent, be managed within the primary care setting, though some people with complex needs may need input from secondary or tertiary care. Clearly, many patients, especially older people, may suffer from more than one chronic disease, such as diabetes, and there may be a need for shared care. Many patients, however, should be able to take control of their own condition, provided they have access to good information services and support networks [2] . Self-care and patient empowerment are important components of chronic disease management. These components ensure that patients with chronic cardiovascular disease fully understand their condition; and empowerment to manage it is a major priority. Helping patients to take their medicines, diet and exercise, for example, sounds straightforward but can pose challenges and this is why the need for a truly multidisciplinary health care team providing holistic care is so vital. In addition, consideration of adjuncts, such as self-help packages, can improve adherence.
All of these will require a reconsideration and redesign of service organization and delivery systems. The complexities of chronic disease management will demand new models of care which are likely to be team-based and stepped, focusing on continuous and patient-centered care that is well tolerated, effective, efficient, accessible and appropriate [3] . Thus, the roles of health care providers and consumers (patients and families) will change. Optimizing the contributions of members of the heath care team with different sets of knowledge and skills will pose a challenge within the current context of a global shortage of health care professionals. This will likely necessitate clarification of existing roles and the development of new ones, including for medical consultants [4, 5] and general practitioners [6] , who may perceive themselves to be leaders in system redesign. Another major challenge will be overcoming barriers and promoting incentives to adopt these new roles. Considerations will include appropriate information technology and knowledge transfer systems, quality improvement and risk management programs, interpersonal and psychosocial skills and community health and social care networks and linkages. In addition, an agreed taxonomy for evidence-based chronic disease management is required [7] . Whichever approach to chronic cardiovascular disease management is adopted, it is vital that it is tailored to the needs of the individual or target population and that it is appropriate, acceptable, feasible and cost-effective. There is little doubt that such a comparatively simple approach will yield added value -economic and human.
